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Case
Reports

Asymptomatic Left
Ventricular Myxoma
in a 12-Year-Old Male

Meghan Chlebowski, MD
James O’Brien, MD
Casey Hertzenberg, MD
Jonathan Wagner, DO

Cardiac myxoma is the most common cardiac tumor in patients of all ages; the majority
are encountered as single left atrial tumors. Left ventricular myxomas are exceedingly rare,
having been recorded in a small number of case reports involving children worldwide. We
report a case of a left ventricular myxoma with left ventricular outflow tract obstruction in
a previously healthy, asymptomatic adolescent black male. Transthoracic echocardiograms
revealed a single, large (2.5 × 5-cm), lobulated, mobile mass within the left ventricular
cavity that oscillated into the outflow tract, thereby causing moderate obstruction during
systole. Advanced images delineated the location and tissue composition of the mass,
characterizing it as a myxoma. Complete surgical excision of the mass was accomplished
via aortotomy. Gross examination and histology confirmed the diagnosis of myxoma. (Tex
Heart Inst J 2016;43(3):267-9)
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M

yxomas constitute about 50% of primary cardiac tumors in patients of all
ages and are the 3rd most prevalent cardiac tumor among children. Cardiac
myxomas are typically atrial in origin. Conversely, myxomas arising from
the left ventricle (LV) and obstructing the LV outflow tract (LVOT) are rarely reported.1 Tumors of the LV are more frequently diagnosed because of signs and symptoms
suggestive of cardiac pathologic conditions including syncope, thromboembolism,
arrhythmias, congestive heart failure, and sudden death.1,2 We report a highly unusual
case of an asymptomatic adolescent male with a common subtype of pediatric cardiac
tumor in a rare location within the LV.

Case Report
A 12-year-old, asymptomatic black male without a significant medical history was
referred to our cardiology department for a harsh murmur noted during a pre-participation sports physical examination. He had no spotty skin pigmentation or lentigines.
His family history was negative for cardiac disease and thrombophilia. A transthoracic echocardiogram revealed a 2.5 × 5-cm single, lobulated, mobile, echogenic mass
within the LV cavity (Fig. 1A), oscillating toward the LVOT and causing moderate
obstruction (peak gradient, 35–40 mmHg; mean gradient, 21 mmHg). Magnetic
resonance imaging (MRI) confirmed the findings of a heterogeneous, T2-enhancing
mass within the LV cavity, with attachments to the ventricular septum (Fig. 1B). This
confirmed our plan to perform surgical resection via aortotomy.
In the operating room, the LV was exposed via an aortotomy, and a large, multilobulated, gelatinous mass was found partially protruding from the LVOT. A broadbased stalk was attached to the lateral apical wall of the LV but spared the mitral valve
apparatus. The mass was removed in a piecemeal fashion, thereby ensuring complete
resection of the base (Fig. 2A). Once excision was complete, direct inspection revealed
no residual tumor within the LV. A postoperative transesophageal echocardiogram
verified no residual mass, no injury to the ventricular septum, to the LVOT, or to the
aortic valve, and resolution of the LVOT gradient. The patient’s recovery was uneventful, and he was discharged from the hospital on postoperative day 4. A final histologic
review of the mass confirmed the diagnosis of a myxoma (Fig. 2B). At routine followup evaluation, the patient was doing well with no residual hemodynamic concerns or
arrhythmia and no recurrence of the myxoma.
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Fig. 1 A) Two-dimensional transthoracic echocardiogram shows
a 2.5 × 5-cm, lobulated echogenic mass within the left ventricular cavity, obstructing the left ventricular outflow tract. B) Cardiac
magnetic resonance image shows the increased T2 signal of
the mass (arrow) within the left ventricular cavity. Additional
characteristics of the mass include an associated low T1 signal,
irregular borders on steady-state free precession sequences,
and heterogeneous enhancement on 5- and 10-minute delayed
post-contrast imaging.
Ao = aorta; LA = left atrium; LV = left ventricle; RA = right atrium;
RV = right ventricle

Discussion
Most myxomas of ventricular origin present with signs
and symptoms associated with such cardiac pathologic
conditions as syncope, thromboembolism, arrhythmias,
congestive heart failure, and sudden death.1,2 Conversely, our patient was asymptomatic and had been referred
for routine evaluation of an incidental cardiac murmur.
Upon further investigation with echocardiography, the
patient was found to have a large tumor in the LV, partially obstructing the LVOT.
Cardiac MRI offers a noninvasive alternative for comprehensive cardiac evaluation and provides several advantages, such as temporal resolution superior to that
of echocardiography and soft-tissue contrast resolution
superior to that of computed tomography.3-5 In this patient, the finding of a pedunculated mobile mass—with
268
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Fig. 2 A) Photograph shows the segments of a large multi
lobulated mass removed piecemeal via sharp dissection.
B) Photomicrograph shows stellate-shaped cells loosely
dispersed within a basophilic-staining mucoid ground
substance consistent with myxoma (H & E, orig. ×400).

irregular borders on steady-state free precession images,
hyperintensity on T2-weighted sequences, and delayed
heterogeneous post-contrast enhancement on MRI—
was consistent with the diagnosis of benign myxoma
before definitive surgical removal and histologic analysis. This was important clinically, because differentiating the mass from other cardiac tumors could have had
profound implications on treatment. For example, hemangiomas, thromboses, or lymphoma would present additional risks for surgery, as well as prompt additional
interventions such as anticoagulation or chemotherapy.
Furthermore, the advanced imaging was used to guide
surgical planning for complete resection of the mass via
aortotomy, thereby giving the patient an improved risk
profile by obviating the need for ventriculotomy.
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